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 S 000 Initial Comments  S 000

This Statement of Deficiencies was generated as 

a result of complaint investigation conducted in 

your facility on 8/19/10 and finalized on 8/30/10, 

in accordance with Nevada Administrative Code, 

Chapter 449, Hospital.  

Complaint #NV00025835 was unsubstantiated.

The investigation was re-initiated on 1/4/11 at the 

request of the complainant. The investigation was 

conducted on 1/4/11 and finalized on 3/21/11, in 

accordance with Nevada Administrative Code, 

Chapter 449, Hospital.  

Complaint #NV 00025835 was unsubstantiated 

based on review of clinical records, interviews of 

family members and friends of the patient, 

interviews of clinical staff in the facility and, 

former physicians. The allegations of quality of 

care and neglect were both unsubstantiated. 

Clinical records from the Hospital #1 and the 

facility were reviewed .  Clinical records were also 

reviewed at the facility. 

All physicians who cared for the patient were 

interviewed except the last surgeon who 

performed a consult on 6/21/10.  This physician 

was unavailable for interview. Interviews with 

physicians included:

Physicians #1, the original surgeon who treated 

the patient from Calendar year 2003 to 2010 at 

Hospital #1.  

Physician #2, the emergency room specialist who 

treated the patient when he was brought by his 

family to the facility on 6/18/10.

Physician #3, the facility's hospitalist who 

admitted the patient to the hospital for inpatient 

care.
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Physician #4, the gastroenterologist who 

performed th endocsopic exam of the patient in 

the facility on 6/19/10.  

Interviews with all nursing staff identified as 

having provided care to the patient  were 

conducted as well as the director of quality 

assurance, the nurse manager of the nursing unit 

where the patient was cared for and the manager 

of case management /discharge planning.

The following facility policy, "Hourly Patient 

Rounding" was reviewed.

No regulatory deficiencies were identified. 

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.
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